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ABSTRACT 



This report of the Canadian Institute of Child Health (CICH) 
is the third to document indicators of the health and well-being of children 
and youth in Canada. The report is presented in 10 chapters. Chapter 1 
provides an overview of the demographic situation in Canada and introduces 
the key areas. Chapters 2-5 profile successive stages in child development: 
pregnancy and infancy, preschool, school age, and youth. Chapter 6 details 
information on the health and well-being of Aboriginal children and youth. 

The next four chapters document issues that confront children and youth and 
their families: income inequity, mental health, disability, and children's 
environmental health. Each of the data chapters begins with an introduction 
highlighting the key findings and ends with a guest expert commentary 
synthesizing findings and recommending action. Two types of charts are 
provided in each chapter: (1) determinants of health and well-being; and (2) 

health outcomes. Each chapter also includes explanatory text boxes to provide 
a brief synopsis of an important issue or offer necessary background 
information. In addition, areas in which data are needed are identified. 
Chapter 11 concludes the book with discussions of policy implications, 
including the issue of entitlements versus privileges. (Contains 240 
references.) (KB) 
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The Health of Canadas Children: A CICH Profile is the result of many years of 
monitoring, discussing, debating and consensus-building by Canadians from 
every part of our country. Driven by a common commitment to the health 
and well-being of children and youth, these diverse individuals from many 
sectors, including youth, were brought together in meetings, electronically, 
through correspondence and conference calls, so that their sincere feelings 
and knowledge could be shared with us all. 

In the preparation of the Profile , it became evident that traditional health 
indicators and hospitalization data are insufficient to help us fully deal with a 
rapidly changing world. New indicators are being sought to better reflect current 
realities such as recent changes to the health delivery structures, new care and 
treatments and new health issues arising in different settings such as schools, 
These new indicators of children’s health and well-being are urgently needed to 
better and more accurately describe the health and wellness of children and 
youth so that we may make sound recommendations and decisions. Closer links 
need to be forged among and between sectors such as education, justice and 
health, to confront, for example, increasing common concerns about children’s 
mental health. And, finally, long-standing inequities must be addressed for 
children with disabilities, children who live in poor families, Aboriginal families 
and those living with lone young mothers. 

Ultimately, perhaps, this book raises more questions than gives answers. We look 
to the upcoming years for research to address children’s environmental health 
and the impacts of environmental contaminants as they grow and develop. We 
look to governments and concerned individuals and groups for legislation and 
regulation to reflect the special vulnerability of children. We look to industry to 
respect the needs of growing children and youth and we look to communities to 
support families with young children in their workplaces, recreation facilities, 
arts and cultural centres. 

The Profile is the result of leadership and dedication. Dr. Graham Chance, 
for many years the Chairperson of the Institute and the current Chairperson 
of the Profile Advisory Committee, guided and wrestled with the data and its 
interpretation. Karen Kidder, the project manager and principal author of the 
Profile, demonstrated a commitment to accuracy, consultation and reliability 
that went far beyond the ordinary. To these leaders and to the many people 
recognized in the Acknowledgements, all Canadians who care about the health 
of children are indebted. 
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Message from the Chairperson of the 
National Advisory Group 

The Health of Canada's Children: A CICH Profile, 3rd Edition, comes at a time of 
profound and unprecedented change as we enter the second millennium. 

Progress that could not have been imagined, even twenty years ago, is occurring 
in technology, science, exploration, information systems and the arts. In many 
ways, Canada is “riding on the crest” of this wave: in the last decade we have 
repeatedly been informed that “We are number one” in reference to the United 
Nations Human Development Index (HDI). The HDI is computed on life 
expectancy at birth, adult literacy rate, and adjusted per capita income. It is an 
adult-oriented index. In recent Human Development Reports, other indices have 
appeared which paint a less favorable picture: on the Human Poverty Index 
(1997) Canada was rated number nine of 17 industrial countries, and on the 
Gender Empowerment Index in 1997, number four: an improvement from 
number seven in 1996. Thus, while ours is a wonderful country in which to live, 
being “number one” applies particularly to adult males. 

Although the majority of children in Canada are physically healthy and are 
progressively less likely to experience injury, they could certainly be faring better. 
Judged by hospitalization data, injuries occurring in the home, the school and 
from involvement in sports remain too frequent. Traffic injuries, that cause most 
deaths in childhood, are still referred to as “accidents,” despite the probability 
that most could be prevented with improved traffic planning and stricter 
enforcement of laws relating to childrens car seats, seat belt use, speed limits and 
drunk driving. Research into the prevention of childhood injuries is urgently 
needed. A world designed by and for adults creates challenges for children 
attempting to cope, despite their age-based immaturity. The rising prevalence 
of childhood respiratory diseases, most notably asthma, is another serious cause 
for concern. 

The much- discussed, unanimous 1989 Government of Canada resolution to 
eliminate child poverty by the year 2000 has surely failed, with a 40 per cent rise 
in the total number of children falling below the Statistics Canada Low Income 
Cut-Off point (LICO), by 1997. Child poverty exists essentially as family poverty, 
the basis for which is income inequity. Income inequity worldwide has risen to 
obscene proportions, and Canada is no exception. As Dr. David Ross points out, 
by 1996, the share of market income of the poorest 20 per cent of Canadians had 
fallen to two per cent of all earned income, while that of the richest 20 per cent 
of Canadians had risen to 43 per cent. The National Council of Welfare report. 
Poverty 1997 , notes that, for some Canadians, poverty is indeed extreme. In its 
1999 report Income and Child Well-Beingy the Canadian Council on Social 
Development (CCSD) noted a gradient directly related to income for most of 
the 27 elements of child development examined. For many, the gradient was 
steeper for children from families with incomes below $30,000 per year, but 
especially so where incomes fell below $20,000 per year. 

Among those experiencing the worst income inequity are children of many of 
Canada’s Aboriginal families, those in lone-parent, mother-led families, children 
with disabilities, or with parents with disabilities, and children of recently 
immigrated visible minority families. 
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There is another poverty challenging Canadian families. The erosive ‘poverty of 
time’ that is so destructive of all that family life means for growing children. 

No stratum of society is unaffected. For most families, two salaries have become 
essential to meet basic needs. For others, two salaries are necessary for personal 
advancement or fulfillment, or for maintenance of accustomed lifestyles. As a 
consequence of this “time crunch,” all children in Canada must be viewed as 
potentially at risk. Indeed, some fall by the wayside and find themselves in the 
care of their extended families, or in the protection of Children’s Aid Societies 
that struggle on inadequate budgets to offer services appropriate to needs. 
Others become “street kids”, regarded as burdensome to our larger cities and 
hounded when they beg by our meaner governments. Still others “escape” into 
drug addiction. 

This edition of the CICH Profile has two new chapters: children’s mental health 
and children’s environmental health. As shown in Chapter 8, children today face 
many challenges to their emotional and mental well-being. Targeted clinical 
programs have long since been overwhelmed, making essential the introduction 
of carefully evaluated school-based, universally available prevention programs. 
The data available suggest that there are many concerns but inadequate 
understanding of their causes. For example, boys seem to act out their unhappi- 
ness and discontent as aggression at a relatively young age, while girls are more 
inclined to become withdrawn, at least until puberty. However, with few 
exceptions, the reports refer to relatively small or inadequately designed studies. 
There is urgent need for suitable national and provincial reporting systems to 
develop a strong, evidence-based picture. 

Chapter 10 will introduce many readers to what has been a very neglected 
aspect of children’s health to date. At CICH, we believe that the environment 
must be viewed as the ultimate health determinant. We all live in a polluted 
world; those in poorer areas, industrial parts of the country, and in proximity to 
major highways and interchanges are especially exposed to pollutants, but no 
one is escaping them. Rural families continue to be exposed to pesticides. Even 
children in the once pristine North acquire contaminants in utero, as they are 
breast fed, or as older children when they participate with their families in 
country foods. Hazardous substances such as lead, PCBs and DDT that were 
formerly used, persist in all our environments. The fact that the endocrine and 
immune systems and the developing brain are susceptible to these ubiquitous 
pollutants must be viewed with major concern. 

Progress that, in the past, resulted in improved health, was in many instances 
achieved through exploitation of natural resources. But there was a limit to that 
exploitation which, in many cases, now seems to have been exceeded, resulting 
in ecosystem failures, global warming and loss of biodiversity. Canada, number 
one on the HDI, is a “guilty party” in this regard. The 1999 UN Human 
Development Report notes that of the 45 countries with the highest develop- 
ment worldwide, Canada has the second highest per capita sulphur dioxide 
emissions, electrical consumption, spent fuel and hazardous waste production, 
and ninth highest carbon dioxide emissions. Environmental degradation can 
only worsen as the developing countries industrialize and attempt to emulate 
the North American “good life”. While humans will, to some extent, adapt to 
global temperature change, time is not on the side of the earth’s ecosystems. 

I have painted a distinctly bleak, but factual picture. There are solutions that 
will not be simple and that will require radical rethinking of our approach to 
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economic growth, globalization, and stewardship of the environment. First, we 
must cherish children fully for who they are today, recognizing their entitle- 
ments and acknowledging the future to be theirs rather than ours. Today s 
adults, our policies, personal practices and attitudes must reflect this. Children, 
especially young children, learn primarily by example, particularly that set by 
adults. If we wish a better future for children we must “walk the talk” of renewal 
and sustainability. As John O’Neill points out in his book. The Missing Child in 
Liberal Theory , adult society, especially that segment which profited from the 
economy of the late 60’s through to the early 80 s, must recognize that we are 
covenanted to today s young. 

The CCSD data referred to previously indicate that the effects of child poverty 
on child development would be greatly reduced if family income to support 
children, from whatever sources, were to be adjusted to the level of the LICO. 

It is not healthy family policy to accept dependence on food banks as the norm 
for over 790,000 people a month, 40% of whom are children (Hunger Count, 
1999). Nor is it acceptable to adopt policies that result in essentially punitive 
circumstances for most single parent women with children. That the rate of 
employment of such women doubles as their children reach school age indicates 
that, for many, the decision to stay at home is based on the lack of affordable 
quality childcare. Thanks to research, the importance of children s early formative 
years is now established. Quebec has recognized this by planning to make quality 
child care available for all families. High quality, developmentally-based childcare 
should be a universally available choice for all families in Canada. For older chil- 
dren and youth, free or minimal cost after-school programs including recreational 
and other activities, which would facilitate further learning, and social and behav- 
ioural growth, need to be made widely available. College and university education 
without accumulation of massive debts should also again become a possibility for 
older youth and young adults. Affordable housing needs to be made available. 
Inadequate and expensive rental housing drains incomes of the working poor 
and those on supplements, leading to poor child health and the establishment of 
ghettoes in the larger cities where a criminal element can flourish. 

When young children are loved and nurtured consistently they begin to develop 
that resilience which is so essential to cope with life’s setbacks. To facilitate such 
care, family-friendly work place policies need to be set in place for all levels of 
income and all sizes of business. Children need to be taught how to discern 
adverse influences in their lives. In this regard, courses in media literacy are espe- 
cially important; yet, in some jurisdictions, they are being reduced or eliminated. 
Subjects such as art, music and recreation are important for development of the 
spiritual nature of children as whole persons. The trend to focus on learning the 
three "Rs" to the exclusion of other subjects must be viewed with concern. The 
distress and deteriorating emotional health that so many children experience are 
frequently recognized by their teachers and peers, and evidenced in worsening 
school performance. Moreover, when non-judgmental help from school-based 
social workers is made available, children will often seek help. There is need 
for the development of methods to detect early signs of deterioration and for 
improved availability of school-based, preventive mental health services. 

The UN Convention on the Rights of the Child, for the first time, clarified for 
adult society its responsibilities to children and their families. While Canada 
ratified the Convention in 1991, our tardiness in applying its principles 
comprehensively becomes particularly apparent in our treatment of certain 
vulnerable groups in our society. The children of Canadas Aboriginal peoples 
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are one such group. Mainstream society is not trusted and, other than funding, 
has little to offer to help resolve the profound pain and hurt that it inflicted 
upon them for generations. Recent years have seen a move toward self-healing. 
Recognizing the enormity of the debt owed, this healing must be facilitated 
where and whenever possible, but always respecting both the strengths of tradi- 
tional teachings and need for Aboriginal self-efficacy. Children with disabilities 
are also excessively represented among those in poverty but, for them, much 
that is offered is viewed as privilege, rather than entitlement, as recognized in 
the Convention. For example, all child care facilities and schools must be adapted 
to enable all children ready access, and all necessary assistance to promote 
learning, recreation and sports activities. 

Children, particularly the very young, are especially vulnerable to environmental 
contaminants. There is urgent need for better understanding of the risks to 
childrens health created by the vast number of chemicals now in circulation. To 
halt environmental degradation and minimize adverse effects of pollutants and 
toxicants will require massive attitudinal change, especially by those of us living 
at advantage in the industrialized countries. “Globalization” has become the 
mantra of this age. Yet globalization without attention to the health of the 
biosphere, or to sustainability of development is clearly a recipe for disaster. 

My exposure to the wisdom of Aboriginal teaching tells me that we owe our 
existence today to the learning and wisdom of the seven generations that came 
before us. But these same teachings insist that while planning for, or undertak- 
ing today’s activities we must consider the possible impacts on the seven " "*• 

generations yet to come. For much of North American society today, careful 
consideration of potential impacts on even two generations ahead would 
almost be revolutionary and would give cause for hope to its children. While 
control of environmental degradation will depend on the insightful actions of 
government at all levels, in most instances, success will also depend on actions 
of individuals and the communities they comprise. 

While using the CICH Profile, the reader will recognize many areas where there 
are knowledge gaps or where we have called for necessary research. It is our 
hope that Canadian researchers will accept our challenges to pursue as many of 
these as possible. However, there are many aspects concerning the health and 
well-being of Canadian children for which the evidence is clear. They demand 1 
coordinated actions by all levels of government and by communities, in the 
form of new policies, collaborations and services, and new attitudes to children 
and youth and to their place in our adult- oriented society. Having reflected 
on this evidence, in the final chapter we offer some concrete suggestions on 
appropriate actions. * k • i 

I would sincerely like to thank the members of the National Advisory Group 
for willingly sharing their time and expertise. They have helped to ensure 
that this third edition of the CICH Profile lives up to the high standard of its 
predecessors, and responds to the many constructive comments that CICH 
received from those who evaluated it. 







Graham Chance 
June, 2000 
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Introduction 

History of The Health of Canada’s Children: 

A CICH Profile 

In 1989, the Canadian Institute of Child Health (CICH) published the first 
edition of The Health of Canada's Children: A CICH Profile and helped 
change the way people in Canada thought about children and youth. This 
publication provided, for the first time, a comprehensive picture of child 
morbidity and mortality in Canada. It demonstrated the overall needs of 
children and the high burden of suffering from childhood injury. 

Over the next five years, CICH expanded their reporting on child health to 
include a wider array of indicators, such as information about social and 
emotional health and well-being. In 1994, the second edition of The Health of 
Canada's Children: A CICH Profile was published. This document highlighted 
the mental and emotional health of children and youth and illustrated gender 
differences. It also raised awareness about issues of maternal and infant health, 
and succeeded in putting child health and well-being on the public agenda, while 
stimulating the development of new policies and programs. 

As we enter a new millennium, a time for achieving goals and living up to 
promises to ourselves and others, it is more important than ever that we have 
accurate, timely information about the state of our children’s health and well- 
being. The third edition of the CICH Profile builds on the work of past editions 
to present a more comprehensive picture of child health and well-being. In 
addition, it identifies significant gaps in the available statistical data, especially 
in areas such as children s mental health and the impact of disabilities on the 
lives of children and youth. 

The Process 

The Health of Canada's Children: A CICH Profile, 3rd Edition is the result of a 
comprehensive process of expert consultation and review, designed to ensure 
accuracy, reliability and overall usefulness. Because this process is so extensive 
and so participatory, CICH is confident that the content of the book is credible 
and dependable, and reflects the views of leading experts on child health in 
Canada, This process began with a series of needs assessment surveys. The pur- 
pose of these surveys was to determine the need for a third edition, to identify 
information needs, and to elicit recommendations on how to improve the book. 
Support for a third edition in a similar format to earlier editions was extensive. 
Readers told us that they valued the broad scope, the emphasis on reliable and 
accurate statistics, and the accessible, easy-to-read format Readers also indicated 
that accessible information regarding the implications of the data would be of 
value. As a result, the third edition of the CICH Profile includes chapter commen- 
taries, written by guest writers (their names are found in the acknowledgments), 
which highlight areas of concern and propose courses of action. 

After the needs assessment phase, CICH engaged in extensive consultations with 
experts in child health from across the country. This process was designed to 
ensure that all of the information (whether statistical or textual) was accurate, 
reliable and useful. A multi-disciplinary National Advisory Group was formed 
(the names of members are found in the acknowledgments), who reviewed 
drafts of the third edition, identified gaps and recommended additional 
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indicators. They ensured that the content of the third edition of the CICH 
Profile was timely, useful and comprehensive. Multi-disciplinary Expert Groups 
were also formed for the chapters on income inequity, mental health, disabili- 
ties and environment (again, the names of members are found in the acknowl- 
edgments). The role of the Expert Groups was to review indicators, 
to identify additional indicators and data sources, to assist in the interpretation 
of data, to review drafts of chapters and to offer advice on matters requiring 
particular expertise. These groups were indispensable to the production of this 
document. The book went through three separate reviews. One result of these 
consultations was the decision to reformat the book, organizing the indicators 
in terms of determinants of health and health outcomes. 

In addition to the expert consultations, CICH convened two Aboriginal 
Roundtable meetings, including representatives from First Nations, Inuit and 
M£tis organizations from across Canada. Like the members of the Expert 
Groups, the Roundtable participants reviewed drafts of the third edition, 
identified gaps and recommended additional indicators. They also provided 
important guidance in terms of the approach to the chapter on Aboriginal 
children and youth. For example, they emphasized the need to provide a histori- 
cal context in which to interpret statistics on Aboriginal child health. As a result, 
the chapter about Aboriginal children and youth includes a discussion of the 
historical context that is written by an Aboriginal guest writer, Mr. Schuyler 
Webster. Roundtable participants also emphasized the need for better survey 
and census data on Aboriginal Peoples and for more community- level data. 

Last but definitely not least, youth consultations were held to elicit the voices 
of youth and to offer insight into youth perspectives on matter^ pertaining to 
their health and well-being. These youth voices are presented primarily in the 
chapters on school-age children, on youth and on Aboriginal children and youth. 

How to Read this Book 

Terminology: 

“Gender”, a term which refers to socially constructed identities based on 
biological sex, is an important determinant of health. As such, CICH decided 
to use the term “gender” instead of the term “sex” consistendy throughout the j 

book. For example, hospitalization rates are reported by age and gender, rather f 

than by age and sex. The intention is to highlight the social, rather than the j 

biological, implications of outcome differences between boys and girls, young 
women and young men. 

“Health” was once narrowly defined as the absence of illness or disease. This 
definition has been replaced with a view of health as a set of positive attributes 
that serve as resources for living. The term “health” is now often partnered with 
the term “well-being.” In support of our holistic approach to the child, CICH 
uses the term health in its broadest sense. 

5 

j 

“Youth”, a term used to describe the transitional years between childhood and 
adulthood, is defined differendy by different organizations and individuals. y 

For the purposes of this book, youth are usually defined as children aged j 

15-19 years. However, children as young as 12 are occasionally included in the 1 
chapter on youth, depending upon the issue being discussed. j 

f 
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Approach: 

Indicators 

Because health and well-being are not themselves observable and measurable 
facts, it is necessary to identify indicators that describe aspects of health and 
well-being. To be a health indicator, research must have shown a strong rela- 
tionship between the condition the indicator describes and differences in health 
status. Indicators can report quantitative data (such as how many babies were 
bom of low birth weight in a given year) and qualitative data (such as how 
many young people felt satisfied with their body size in a given year). Indicators 
can represent determinants of health (such as poverty) or health outcomes 
(such as behavioural problems). Some indicators are so strongly associated with 
an aspect of health they are referred to as markers (for example, self-esteem is 
considered a marker of mental health). The use of indicators makes it easier to 
monitor trends over time or variation by factors such as age, gender and region. 
Indicators are particularly useful when monitoring health status at the popula- 
tion level. The CICH Profile reports on a wide range of health indicators, 
drawing on reliable, validated data sources. Every effort is made to ensure that 
the indicators are clearly presented and easy to understand. 

Determinants of health and health outcomes 

Social, economic and political factors, psychological, genetic and biological 
factors, personal health practices, community resources and the physical 
environment all shape the health of children and youth (Federal, Provincial 
and Territorial Advisory Committee on Population Health, 1994). As such, 
these factors are described as “determinants of health”. A health determinants 
approach focuses on the health of populations, rather than individuals, investi- 
gating trends and variations within populations. The explanation often lies in 
inequitable access to the determinants of health (due to such factors as gender, 
family income and ethnicity). Although the terminology can be intimidating, 
many determinants of health are familiar to us all - nutritious food, feeling 
loved, a safe home. 

The measured aspects of health and well-being are described as “health out- 
comes”. The same indicator may sometimes be both a determinant of health 
and an outcome. For example, childhood emotional problems may be viewed as 
an outcome, shaped by determinants such as gender and income. Childhood 
emotional problems may also be viewed as a determinant, influencing the rate 
of social impairment in children. 

Child development 

The Health of Canada’s Children: A CICH Profit 3rd Edition is organized 
around a child development perspective. It describes what children need from 
their social and physical environments at different ages to develop healthily. 

Putting the book together 

The book is divided into ten chapters. The first gives an overview of the 
demographic situation in Canada today and introduces the key subject areas of 
the book. The next four chapters profile successive stages in child development: 
pregnancy and infancy, preschool, school age and youth. Next we present 
information on the health and well-being of Aboriginal children and youth. 
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The final four chapters deal with issues that confront children and youth 
and their families: income inequity, mental health, disability and children’s 
environmental health. 

The charts in the first nine chapters are divided into two parts. The first deals 
with determinants of health and well-being. The second deals with health 
outcomes. There is some overlap in these categories because some outcomes 
can also be determinants for other outcomes. The determinants and outcomes 
described in these chapters were selected on the basis of the data’s availability, 
accuracy and usefulness. No causal relationship is established between them. 

The chapters include explanatory text boxes, generally serving one of two 
functions. Sometimes, they provide a brief synopsis of an important issue 
that cannot be easily presented in terms of statistics; other times, they offer 
background information necessary to interpret other charts. The chapters also 
include “Question Mark” charts consisting of a map of Canada with a question 
mark superimposed upon it. These highlight areas where data, from surveys or 
other sources, are urgently needed. The purpose of the question mark tables is 
to raise awareness, stimulate discussion and promote positive action. 

Each chapter begins with an introduction that highlights the key findings 
and ends with a guest commentary, written by a leading expert in the field, 
that synthesizes the information and addresses the question of what must be 
done. These commentaries orient us to the future and address issues of social 
responsibility. 

The Data 

Information for the CICH Profile comes from traditional sources such as 
census data, vital statistics (births and deaths), and hospitalization data. It 
also comes from population-based national and provincial surveys. Some 
non-population-based survey data are also presented to stimulate discussion 
and future research. 

Census data, vital statistics and hospitalization data 

The hospitalization and death data, reported in the four developmental 
chapters, are usually presented in three ways: 

• by province and territory 

• by leading cause (and by gender) 

• over time (and by gender) 

Exceptions to this include injury hospitalization data, which are presented by 
province/territory and by leading cause, but not over time, and injury death 
data, which are presented only by province/territory. 

In some death, hospitalization and injury charts, the Northwest Territories 
(which for the book’s purposes includes both the Northwest Territories and 
Nunavut) and the Yukon have been reported as a single population. This is 
because the relatively small populations of these territories can result in 
misleading rates. When the populations of the two territories are combined, 
they are roughly comparable in size to that of Prince Edward Island. This is a 
short-term solution for the purposes of this book. In the long term, there is a 
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l need for Statistics Canada to increase the size of their samples in the Territories. 
This would increase the accuracy and reliability of the territorial rates. 

The Canadian Institute of Child Health, working with data from the Canadian 
\ Institute for Health Information, grouped injury hospitalization data into cate- 
[ gories. The “ICD9 Codes” (International Classification of Disease, 9th Revision), 

I that were grouped, are indicated in the chart to ensure clarity and to permit 

I researchers to make the best possible use of the information. 

| 

t The fact that the provinces and territories have very different population sizes 
} should be remembered when interpreting the charts. The significance of popula- 
l tion size in terms of interpreting fluctuations can be important. For example, a 
I small change in the death rate of an age group in Ontario would represent more 
| people than a similar rate change in Prince Edward Island. Similarly, a small 

| number of additional deaths among children would result in a more significant 

j change in the child death rate in Prince Edward Island than the same number of 

j deaths would in Ontario. Thus, fluctuations in rates are more common, but not 

necessarily as meaningful, in smaller populations than in larger ones. Differences 
among the provincial and territorial health care systems are also reflected to some 
extent in the hospitalization data. 



Provincial and Territorial Populations: 



NF 


137,321 


MN 


294,395 


PEI 


32,356 


SK 


280,714 


NS 


220,130 


AB 


749,242 


NB 


177,379 


BC 


904,806 


PQ 


1,685,357 


NWT 


24,917 


ON 


2,690,181 


YK 


8,840 



Source: Statistics Canada. 1999. Annual Demographic Statistics 1998. 



Overall, hospitalization data must be viewed as a rough measure of illness 
and injury in children. The restructuring of the health care delivery system has 
resulted in a trend towards treatment outside of hospitals, further reducing the 
capacity of hospitalization data to accurately describe the patterns of illness and 
injury among children and youth. 



Population-based national surveys: 

The National Longitudinal Survey of Children and Youth (NLSCY), conducted 
by Statistics Canada for Human Resources Development Canada, is designed to 
measure child development and well-being in Canada. The first cycle was con- 
ducted in 1994-95. It collected information on approximately 23,700 children 
(birth to 1 1 years of age), asking questions of the child’s primary caregiver 
(almost always the mother), the child’s teacher and, in the case of children aged 
10-11, the child. The NLSCY will survey these children every two years until they 
reach adulthood. New infants and toddlers will be introduced at the start of each 
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new survey cycle. Through the NLSCY, information on a wide range of health 
and well-being indicators has become available. Aboriginal children living 
on-reserve were not included in the NLSCY. 

The National Population Health Survey (NPHS), conducted by Statistics 
Canada, was designed to measure the health of Canadas population. A cross- 
section of information is obtained by surveying all members of the survey 
households, aged 12 years and older (58,000 individuals). Longitudinal infor- 
mation is obtained from one respondent per household (18,000 individuals). 
Data were first collected in 1994 and is being collected every two years. Data 
from the NPHS are used extensively, particularly in the chapters relating to 
mental health and disability during childhood. (It is important to remember 
that the NPHS is not a disability survey and can only provide limited informa- 
tion on the types of disability experienced by children and youth and the 
impact of disability on their lives and the lives of their families.) A new 
disability survey, such as the Health and Activity Limitation Survey conducted 
by Statistics Canada in 1991, is urgently required to address these issues. 

Canada is a participating country in the Health Behaviour in School-Aged 
Children Study (HBSC), a World Health Organization (WHO) cross-national 
study. The HBSC survey was administered in 1989-90, 1993-94 and 1997-98, 
and, in Canada, over 6,000 students in grades 6, 8 and 10 were surveyed on 
each occasion. The HBSC provides unique information about the health and 
well-being of young people in Canada, particularly in areas such as mental 
health, school experiences and home life. 

The First Nations and Inuit Regional Health Survey (FNIRHS) is a broad- 
based survey of First Nations and Inuit children, youth and adults. Some of 
its questions approximate those of the NLSCY, allowing comparisons. The 
FNIRHS was designed and implemented by First Nations and Inuit people. 
Similarly, the findings were analyzed by First Nations and Inuit people. The 
response rate for the FNIRHS was 95%. This high response rate is of particular 
importance as Aboriginal populations are under-represented or excluded in 
research such as the census, the NLSCY and the NPHS, as well as other 
national surveys. The FNIRHS contributes to the development of regional 
level data on the health and well-being of Aboriginal children and youth. 

Out of respect for the FNIRHS process, where the Canadian Institute of Child 
Health has included data from the FNIRHS, we have also presented the 
FNIRHS interpretation. 

Other surveys and databases: 

Information from provincial surveys, such as the Adolescent Health Survey in 
British Columbia or the Ontario Student Drug Use Survey, is also presented 
when national data on an important issue are unavailable. The sample sizes of 
these provincial surveys are sufficiently large and the data are statistically reli- 
able and valid. Beyond surveys, there are databases that could be of enormous 
benefit to researchers, planners and policy-makers if they were standardized 
(for example, child welfare data). 

Information from the Canadian Hospitals Injury Reporting and Prevention 
Program (CHIRPP) is presented in the developmental chapters and the 
chapter on income inequity. CHIRPP gathers information relating to visits to 
hospital emergency departments as a result of injuries. Fifteen hospitals 
participate in CHIRPP, of which 10 are paediatric. CHIRPP provides valuable 
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I data on childhood injuries, but the Auditor General of Canada noted in its 1999 

I report that three provinces are not fully represented in the system and coverage 

1 of rural child injuries is limited. 

I 

! The third edition of The Health of Canadas Children: A CICH Profile also includes 
| several charts from small, non-population-based studies. Although the results of 
f these studies cannot be generalized to the population as a whole, they raise impor- 

j tant issues that need public attention. For the readers information, the sample size 

f is included in the charts developed from non-population-based studies. 

1 

| The Charts 

| 

S The charts have been standardized as much as possible to ensure that the 
presentation of the material is as clear as possible. As the Statistical 
1 Compendium, previously published as a companion to the CICH Profile, has 
j been discontinued, the data used to create the chart is provided in the chart. 

i • When the chart is presenting percentages or proportions, the vertical axis is 

| either 100%, 50% or 10%. This allows the reader to more easily compare charts. 

g 

j • When the chart is presenting information by province and territory, the 

I figure for Canada appears in a shaded circle within the chart. 

• When the chart is presented by province and territory, the Northwest 
Territories and the Yukon are sometimes combined. This is to ensure an 
adequate population size. 

• All of the information used to create the chart is presented. For example, 
with bar graphs, the figures appear direcdy over the bars. With line graphs, 
the figures appear in a box below the graph. 

• Where possible, the sample size has been included in charts (N=#). The 
number is often important information in interpreting the chart. 

• The sources are reported under the charts, with the full citation available in 
the references. 

• Notes from the original sources are presented, along with any other 
required notes. 

CICH is committed to presenting data in a clear and accessible format. 

Guiding Principles 

The Canadian Institute of Child Health recognizes the need to link data to 
action and, thus, help our society move towards a healthier future. Our guiding 
principles for this document connect us continuously to this objective. They 
remind us that any interventions for the healthy development of the child, if they 
are to succeed, must reflect the complexity of the lives of children, recognizing 
that they are embedded in family, school, community and the social structures 
that shape society. The guiding principles reflect the wisdom we have acquired 
over the years in our efforts on behalf of children and youth: 

| • Ground the document in child development while maintaining a 

holistic approach to the child. 

Because child development is an interactive process, it is important to j 

maintain a holistic approach. Further, children are not small adults and the 
determinants of health that have an impact on their lives can only be 
understood within a child development framework. 
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• Recognize sensitive points in the development of children. 

There are sensitive points in the development of children where risks 
may arise, opportunities may appear or interventions may be particular- 
ly effective. The risks, opportunities and interventions will help or hin- 
der children and youth, both in the present and in the future. The sensi- 
tive points and pathways to healthy development may differ for girls and 
boys and there may be cultural variation in the ways that developmental 
transitions are interpreted. 

• Acknowledge that children are important as children. 

Children are important not just as the next generation of adults; they 
play a role in shaping their own lives and they contribute to their fami- 
lies, their schools and their communities. Strategies must target improv- 
ing childrens lives now just as much as they aim to improve their 
futures. Strategies must recognize childrens rights as articulated in the 
UN Convention on the Rights of the Child. 

• Adopt a population-based approach that clearly recognizes the 
complexity and diversity of children’s lives. 

A population-based approach includes everyone and has the potential to 
reach all children, youth and families and still direct attention to the 
most vulnerable, the most at-risk. A population-based approach can be 
used to develop a detailed picture of children and youth that recognizes 
their multifaceted, multidimensional lives. 

• Define health broadly to include wellness issues. 

Negative indicators report on how poorly children and youth are doing 
(for example, how many children are injured every year). Positive indica- 
tors look at how well children are doing (for example, how many chil- 
dren aged 5-6 years are ready to learn). In building a well-rounded 
understanding of the health of children and youth, both negative and 
positive indicators are needed. 

• Focus on critical issues. 

Critical issues drive policy development. A focus on critical issues 
ensures that the document has the greatest possible impact. This means 
paying enough attention to the most vulnerable children. 

• Build on and foster awareness of Canada’s regional, ethnic, linguistic, 
cultural and religious diversity. 

The population of Canada is increasingly diverse. Strategies to improve 
and promote the health and well-being of children and youth must be 
flexible and responsive to community- level needs. 

• Focus on prevention and health promotion. 

Primary prevention seeks to avoid the onset of disease by eliminating or, 
at least, minimizing environmental factors and unhealthy behaviours 
that increase the risk of death, illness and injuries. Health promotion 
creates the environment whereby individuals are able to reach their 
highest potential for health. Strategies must include how one would like 
things to be in the future, reducing disease and setting goals for the 
promotion of health. 
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• Recognize the major changes that have occurred in the health care 
system. 

The restructuring of the health care system has changed the way that 
care is provided. Statistics on hospitalization must be interpreted in the 
light of these changes and strategies must be revisited and revised. 

• Identify important issues in the book even where available data are 
incomplete at this time. 

The Precautionary Principle urges action in the best interests of children 
based on the information available at a given point. In regard to widely 
distributed environmental toxicants, to wait for absolute and conclusive 
research can potentially put a generation of children at unnecessary risk. 

• Recognize the disparities that exist for children and youth in Canada. 

Data needs to be presented in such a way that the disparities within 
Canada are made visible. Disparities may be regional or economic or 
they may be related to ethnicity, disability status or gender. 

In Conclusion 

The Canadian Institute of Child Health is committed to monitoring the health 
and well-being of children and youth in Canada and to disseminating reliable, 
comprehensive and current information to a broad audience. This commit- 
ment is fulfilled in part through publishing The Health of Canadas Children: 

A CICH Profile. The third edition of this document, while reflecting CICH 
beliefs, is a product of an extensive consultative process, involving experts in a 
wide range of fields relating to child health from across the country. While this 
process contributes to the comprehensiveness and reliability of the document, 
it also ensures a dynamic exchange of ideas. We hope that this book is useful to 
everyone interested in creating a healthier, safer world for children and youth. 



BEST GOPY AVAILABLE 




^revere + :*v •>» S'-"* 




26 



of Canada’s 



The Health 



Children 



XX 




BEST COPY AVAILABLE 














one 






■y0w;^ 






■:MMM 

V5^vy;;.;v;y-.: 




y *>',■.£ 

.V, r»-. 















*.'*• ■ t ‘’vV‘ 









. ^ • • 



": r*t-X 






3? 



V- 



Who are the children 
and youth in Canada? 

Briefly characterizing children and 
youth in Canada is challenging. 

More and more, they and their 
families live in large urban centres. 
But a significant minority also lives 
in rural, sometimes remote, areas. 
Some of Canadas children and 
youth live on reserves. The children 
and youth of Canada speak many 
languages at home in addition to 
Canadas two official languages, 
English and French. They come from 
diverse ethno-cultural backgrounds. 
Some are new to Canada. Some 
arrive as refugees. Due to changing 
patterns of immigration, children 
and youth who belong to a visible 
minority represent a growing demo- 
graphic group. Accommodating 
diversity and adapting to on-going 
change are important skills for all 
people living in Canada at the 
beginning of the new millennium. 



What kinds of families 
do children live in? 

Although the clear majority of 
children live with two parents, a 
significant minority lives in lone- 
parent families, and a small number 
of particularly vulnerable children 
do not live with either parent. 
Female lone-parents consistendy 
outnumber male lone-parents 
more than five to one. The terms 
“two -parent family” and “lone- 
parent family” conceal significant 
diversity in family structure and 
family paths. Whatever their current 
family structure, many children have 
experienced one or more restructur- 
ings of their families, which occur 
as a result of marriage, separation, 
divorce and death. Changes in 
family structure may also involve 
the introduction of step-siblings. 
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How do they 
spend their day? 

Most parents work outside the 
home and, as a result, the majority 
of young children spend their day 
in non-parental child care arrange- 
ments. Once children reach school 
age, some combine school with 
after-school programs or other 
non-parental care arrangements. 
Childcare has traditionally been 
the private concern of the family. 
Lacking government leadership, the 
childcare system in Canada has been 
characterized by space shortages 
and quality problems. Regulated, 
affordable, high quality childcare is 
available for one in ten children in 
Canada. Most families must scram- 
ble to make arrangements for care 
in the unregulated sector. Given 
all the time children now spend in 
childcare, developmentally-based, 
universally available programs in 
safe environments have become 
essential. It is clear that parents need 
more and better childcare options. 

Are they safe 
and secure? 

The proportion of children who 
experience threats to their safety 
and security is not known. 

However, there are a number of 
ominous trends. Children and youth 
are one of the fastest growing 
segments of the homeless popula- 
tion. Children and youth are found 
in shelters of all kinds, including 
emergency shelters and shelters for 
women leaving abusive situations. 
Many children have witnessed 
violence against their mothers and 
many have experienced abuse them- 
selves. Every year, children and youth 
are reported missing. The vast 
majority of these missing children 
are runaways. A small proportion of 
missing children are abducted by a 
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parent. Only a very few are abducted 
by a stranger. Society must better 
support families so that they can 
better care for their children. 



What is the socio- 
economic context? 

How has it changed? 

Income inequity is an important 
determinant of population health 
and well-being. Being poor in a 
wealthy country undermines 
health and well-being. Incomes 
are polarized in Canada with many 
people living in conditions of rela- 
tive hardship. Families with young 
children are particularly at risk for 
low income, and vulnerable to its 
negative effects. Children from 
families with the lowest incomes 
are, in general, at the greatest risk, 
experiencing, for example, higher 
levels of behavioural and emotional 
problems. An enormous difference 
could be made by supporting 
families with low incomes. Ensuring 
housing and food security, basic 
determinants of healthy child 
development, would be a first 
small step in this direction. 

In a climate of economic uncertainty 
for many families, most two-parent 
families elect to have both parents in 
the workforce. Many lone-parents 
are also engaged full-time in the 
workplace. These parents, engaged in 
a wide range of occupations, often 
work long hours to support their 
families. Many have long daily 
commutes. As a result, parents 
and their children find their time 
together limited. Children and 
youth, however, need parental 
affection, attention and supervision. 
Parents need support from their 
governments and their employers 
if they are to find time to spend with 
their children. 



How does the physical 
environment affect 
children and youth? 

Because their bodies are immature 
and rapidly developing, children are 
particularly vulnerable to environ- 
mental contaminants. Childrens 
activities often increase their 
exposure to harmful contaminants 
and their physiology increases their 
uptake of these contaminants. For 
example, children spend more time 
outside than adults. Children absorb 
more contaminants relative to their 
body weight than adults. Some 
contaminants may interfere with 
the healthy development of the 
respiratory, neurological and 
endocrine systems. Indoor air 
quality has been identified as a 
potential contributor to the 
increased prevalence of reported 
asthma. Research also suggests that 
both indoor and outdoor air quality 
may affect the frequency and severity 
of asthma attacks. 
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Population 

Despite the baby boom “bulge” 
dearly evident in the population 
age distribution, children and youth 
continue to represent a sizable 
proportion of the overall population 
(28% in 1996). Measuring and 
monitoring the health and well- 
being of these young people remain 
crurial first steps to creating public 
poliries and programs that meet 
their needs. 



Population Age Distribution 

Canada, 1976 and 1996 
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Source: Statistics Canada. 1998. Canada Year Book, 1999. 



1 - 2 



Number of Children and Youth, by Age Group 

Canada, 1976 and 1996 



Thousands 

2500i 



1976 S 1996 




Although children birth-9 years 
of age accounted for a smaller 
proportion of the population in 
1996 than in 1976, their absolute 
numbers increased by an estimated 
298,700. On the other hand, children 
10-19 years of age accounted for a 
smaller proportion of the population 
in 1996 than in 1976, and their 
absolute numbers declined by 
approximately 666,700. 
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Source: Statistics Canada. 1998. Canada Year Book, 1999. 
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In 1996, a particularly high 
proportion of the population of 
the Northwest Territories was under 
age 20. This may be attributable, in 
part, to the substantial Aboriginal 
population in this territory. 
Aboriginal populations tend to 
be younger than non -Aboriginal 
populations in Canada. The propor- 
tion of the population under age 
20 has implications for education, 
recreation and employment. 
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Population Under 20 Years of Age as a 
Proportion of the Total Population 
Canada, Provinces and Territories, 1996 
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Source: Statistics Canada. 1 998. The Nation Series, Complete Edition. 
1996 Census. 
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The international trend towards 
urban living is well-established in 




Urban, Rural Population Composition 
Canada, Provinces and Territories, 1996 


Canada. Children in urban areas 
potentially have access to a greater 
range of social and health services, 
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especially specialist services which 
tend to locate in regions with denser 
populations. Urban children may 
have access to a wider variety of 
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children and youth when planning 
and delivering services. 


Note: Urban areas have minimum population concentrations of 1,000 and a population 
density of at least 400 per square kilometre, based on the previous census population 
counts. Rural areas are sparsely populated lands lying outside urban areas. 




Source: Statistics Canada. 1997. 


A National Overview, Population and Dwelling Counts. 
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Canada has two official languages: 
English and French. However, the 
proportion of people using a 
non-official language at home was 
13% in 1991 and rose to 16% in 
1996. The provinces experiencing 
the greatest increases were Ontario 
and British Columbia. This is 
reflective of immigration patterns 
overall and highlights the growing 
diversity of the population living in 
Canada. The relatively high level 
of non-official language use in the 
Northwest Territories is attributable 
to the substantial proportion of its 
population which has Aboriginal 
identity and which speaks an 
Aboriginal language. The revitaliza- 
tion of Aboriginal languages is 
associated with enhanced well- 
being in Aboriginal communities. 
Meeting the needs of children from 
diverse linguistic backgrounds is 
an important challenge for all 
support systems. 
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Population Using Non-official Language 

Canada, Provinces and Territories, 1991 and 1996 




Note: Excludes 1991 and 1996 Census data for one or more incompletely enumerated 
Indian Reserves or Indian Settlements. 

Source: Hanvey, L et al 1994. The Health of Canada's Children: A CICH Profile, 

2nd Edition. 

CICH using Statistics Canada. 1998. The Nation Series, Complete Edition. 1996 Census. 
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National and Aboriginal Population, by Age Group 

Canada, 1996 
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* National population includes Aboriginal population. 

Note: Excludes 1996 Census data for one or more incompletely enumerated Indian 
Reserves or Indian Settlements. 

Source: CICH using Statistics Canada. 1998. The Nation Series, Complete Edition. 
1996 Census. 



Aboriginal people account for 
approximately 2.8% of the national 
population in Canada. The age 
distributions of the Aboriginal 
population and the national 
population (which includes the 
Aboriginal population) are very 
different Children, birth to 19 years 
of age, make up 44% of the 
Aboriginal population but only 
28% of the national population. 
Aboriginal children and youth are 
more likely to be low income; to 
live in rural areas and to experience 
certain types of ill health than their 
non-Aboriginal peers (Hanvey et 
al, 1994). The age distribution of 
Aboriginal Peoples has implications 
for policy and program develop- 
ment, particularly in the areas of 
health, education, recreation and 
youth employment. 
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Children living in Canada have 
diverse ethnic origins. This diversity 
raises issues of multiculturalism and 
tolerance, but also discrimination. 
These issues have a significant 
impact on education, recreation 
and leisure as well as other domains 
of daily life. 
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Percent of Children from Birth to 14 Years, 
by Ethnic Origin 
Canada, 1996 

% 




‘Includes English, Scottish, Welsh and Irish. 

••Includes Dutch, German, italian, Jewish, Polish, Portuguese and Ukranian. 

*** Includes African. 

Source: Statistics Canada. 1998. Dimensions Series: Ethnocultural and Social 
Characteristics of the Canadian Population. 1996 Census. 
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Immigrants of Canada, by Birthplace 
and Duration of Residence 
Canada, 1994-1995 
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Note: Household population aged 18 and over. 

Source: Chen, J. etal. (Statistics Canada). 1996. The Health of Canada's Immigrants in 
1994-95. Health Reports. Vol 7. No 4. NPHS. 
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The proportion of immigrants 
to Canada who are from visible 
minority backgrounds is growing. 
Of those immigrants who arrived 
in Canada 1 1 or more years ago, 
approximately one in five was from 
Asia. Of those immigrants who 
arrived in Canada within the last ten 
years, approximately one in two was 
from Asia. Immigration from Latin 
America has also been increasing. 
The majority of children and youth 
arriving in Canada are healthy, 
although they may require services 
such as dentistry (Canadian 
Paediatric Society, 1999). Those 
who are visible minorities may be 
at increased risk of encountering 
discrimination in Canada, which 
may negatively affect their 
well-being. 
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Children from birth to age 14 
represent a significant percentage 
of immigrants to Canada, most 
notably among immigrants classified 
as business or refugee, where they 
account for approximately one in 
four. The Canadian Paediatric 
Society (1999) synthesized informa- 
tion on the health of immigrant 
children, concluding that the 
majority of children arriving in 
Canada are healthy. When health 
problems are identified, many are 
also common among Canadian- 
born children (such as asthma). 
However, some immigrant children, 
particularly refugee children, 
have health problems that reflect 
difficulties experienced prior to 
emigration (e.g. malnutrition or 
severe dental problems). Children 
arriving from war-tom countries 
have often experienced physical 
or psychological trauma. 
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Percentage of Immigrants in Each Category, Who Were 
Between Birth and 14 Years, by Gender 
Canada, 1998 
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Source: Citizenship and Immigration Canada. 1999. Facts and Figures 1998: 
immigration Overview. 
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Distribution of Children from Birth to 11 Years, 
by Family Type 

Canada, 1994-1995 



% 




Source: Ross, D.P. et al. 1996. Overview: Children in Canada in the 1990s. 

In Human Resources Development Canada and Statistics Canada: Growing Up in 
Canada. NLSCY. 



Family Structure 

In 1994-95, 84.2% of children in all 
age groups lived with two parents. 
Another 15.7% of children lived in 
a lone-parent family. Less than 1% 
were not living with a parent. Two- 
parent families are less vulnerable to 
financial hardship than lone-parent 
families, and may have more 
resources for dealing with the 
challenges of raising children. 

The apparent stability of families 
as represented in this chart is 
misleading. Some members of 
two-parent families have spent time 
in lone-parent families and vice 
versa. According to Ross et al (1996), 
78.7% of children from birth to 
1 1 years of age lived with their 
biological parents in two-parent 
families. 






34 




0 f 



The 



Health 



Canada 



C h i / d r e n 



CHAP 



o n 



e 



H 

I 



t 



The percent of families with a 
lone-parent ranges from 17% 
(Newfoundland and Alberta) to 
24% (Northwest Territories). The 
vast majority of lone- parents are 
mothers. Lone-parents face the same 
challenges as other parents, but often 
have fewer human and financial 
resources to meet those challenges. 
For example, they may have 
increased problems harmonizing 
work and child care schedules. 

They are more likely to experience 
isolation and less likely to find time 
for themselves. Social policies and 
programs can change these realities 
for lone-parent families. 
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Percent of Families with children under 18 
that are Lone-parent Families 
Canada, Provinces and Territories, 1996 

% 




* Lone-parent refers to a mother or a father, with no spouse or common-law partner 
present, living in a dwelling with one or more never-married sons and/or daughters, 
Source: Statistics Canada. 1998. The Nation Series, Complete Edition . 1996 Census. 
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Number of Lone-parent* Families, by Parent’s Gender 
Canada, 1986, 1991 and 1996 



553.3 



453.2 




The number of lone-parent families 
increased from 1986 to 1991 and 
again from 1991 to 1996. Female 
lone-parent families consistently 
outnumber male lone-parent 
families more than five to one. 
Female lone-parents experience a 
higher rate of poverty than male 
lone-parents. 



Male lone-parent 
■ 1986 



Female lone-parent 
1991 1996 



* Lone-parent refers to a mother or a father, with no spouse or common-law partner 
present, living in a dwelling with one or more never-married sons and/or daughters. 
Source: Statistics Canada. 1992. Families: Number, Type and Structure. 1991 Census 
of Canada. 

Statistics Canada. 1998. The Nation Series. Complete Edition. 1996 Census. 
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This diagram shows a cross-section 
of children 6-8 years of age living 
in lone-parent families in 1990, 
illustrating some of the diverse and 
complex family paths that children 
experience. In a sample of 1,000 
children age 6-8 years, 142 were 
living in lone-parent families ( 123 
children in lone mother families 
and 19 in lone father families). For 
most of the children, this was then- 
first experience in a lone-parent 
family. However, 27 (of the 1000) 
children aged 6-8 years were living in 
a lone-parent family for a second 
time. Given the young age of 
the children in this sample, it is 
reasonable to assume that some 
will experience further family 
restructurings before adulthood. 
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Distribution of 1 ,000 Children Aged 6-8 Years, 
by Family Path 
Lone-parent Families, Canada, 1990 



Children aged 6-8 



1000 



Children in 
lone-parent families 



Children living with a 
female lone-parent ' 123 



98 



25 



142 




Children living with a 
male lone-parent 



1st episode* 2nd episode* 1st episode* 2nd episode* 



* Number of times a child is in a lone-parent family. 

Source: Lapierre-Adamcyk, E. 1999. Family Status from the Children's Perspective. 
In Statistics Canada: Canadian Families at the Approach of the Year 2000. 




| 1-14 

I Distribution of 1 ,000 Children Aged 6-8 Years, 
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I Two-parent Families, Canada, 1990 
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This diagram shows a cross-section 
of children 6-8 years of age living in 
two-parent families in 1990. It high- 
lights some of the diverse family 
paths that children experience and 
illustrates the complexity of their 
lives. According to the Census, a 
child living in a two -parent family 
may have already experienced 
multiple family restructurings. In a 
sample of 1,000 children aged 6-8 
years, 858 children were living in 
two-parent families. Of those 858 
children, 133 were living in blended 
families. Four children were living in 
a second blend. 



‘ Includes married and common-law couples. 

** A two-parent family in which one parent is not the biological or adoptive parent of the children. 
*** A two-parent family in which at least one of the children does not have the same biological or 
adoptive parents as the others. 

Source: Lapierre-Adamcyk, E. 1999. Family Status from the Children's Perspective. 

In Statistics Canada: Canadian Families at the Approach of the Year 2000. 36 
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Children’s lives are shaped by the 
presence or absence of siblings, the 
number of siblings, and the relation- 
ships among them. Family members 
must negotiate relationships with 
each other; they must share 
resources and space. The findings 
from the NLSCY show that 47% 
of children from birth to 1 1 in 
Canada have one sibling, 23% have 
two siblings and 1 1% have three or 
more. 19% of children have no 
siblings. The number of siblings in 
these families may change as the 
NLSCY sample ages. 



An analysis of the composition of 
step-parent families highlights the 
diversity of family environments in 
Canada and the need to avoid 
assumptions about step-families. 
51% of step-families are composed 
of a couple, their child or children 
and the womans child or children 
from a previous relationship. 

26% of step-families are composed 
of a mother, her child or children, 
and a step-father. Only 3% of 
children from birth to 11 years of 
age lived in step-families composed 
of a couple, the father’s children 
and a step-mother. It is clear that 
the majority of children remain 
with their mother through changes 
in family structure and living 
arrangements, and that a substantial 
number of men are step-fathers. 
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Distribution of Children from Birth to 11 Years, 
by Step-family 
Canada, 1994-1995 



Hers and their 
children (51%) 



Her children 
(26%) 




His and their 
children (11%) 



His and her 
children (4%) 

His children (3%) 

His, hers and 
their children (5%) 



Source: Ross, D.P. et al. 1996. Overview: Children in Canada in the 1990s. In Human 
Resources Development Canada and Statistics Canada: Growing Up in Canada . NLSCY. 
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Distribution of Children from Birth to 11 Years, 
by Number of Siblings in Household 
Canada, 1994-1995 



One sibling (47%) 




Source: Ross, D.P. et al. 1996. Overview: Children in Canada in the 1990s. 

In Human Resources Development Canada and Statistics Canada: Growing Up in 
Canada. NLSCY. 
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Supporting fathers is a relatively 1-1 

new concept in policy and program 
development; yet it is just as 
important as supporting mothers. 

Supportive workplace policies, 
comparable to those needed by 
mothers, such as paternity leave 
or child sick leave, and supportive 
community programs, such as 
parent-infant groups, help fathers 
fulfil their parenting roles. 
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Fathers in Canada 

Canada, 1996 

• There were 3,171,900 fathers living with 
at least one child over 18 years of age; 

• 110,540 were lone-parent fathers; 

• 77,000 were stay-at-home fathers by 
choice*. 

*1997 data 

Source: Hoffman, J. 1999. Of Myths and Men. What’s 
Fact, What’s Fiction about Today’s Fathers. Today's 
Parent. 
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Number of Intercountry Adoptions* 

Canada, 1998 



1000i 
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600 

400 
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178 160 156 

Mi SOT 78 Jf??} 104 _ 85 79 70 

China U.S.A. Haiti Jamaica Guatemala 

India Russia Romania Vietnam 



Note: Not all countries are included in this list. 

* Figures are of international adoption cases that received landing status in 
Canada. Adoptions of both relatives and non-relatives are included. 
Source: The Adoptive Parents Association of British Columbia. 1999. 
Focus on Adoption. Vol 7. No. 3. 
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International adoptions in 1998 were 
predominantly from China and, to a 
lesser extent, India, Russia and Haiti. 
Some children who were adopted 
from other countries may have 
received little medical care. The 
Canadian Paediatric Society (1999) 
estimates that 50% of internationally- 
adopted children have medical 
diagnoses, unidentified upon 
arrival, of which more than half are 
infectious. Many of these health 
problems are not identified through 
a routine medical history and exam. 
Conditions identified in some 
adoptees include fetal alcohol 
syndrome, hypothyroidism, 
rickets, lead poisoning, insecticide 
poisoning, deafness from congenital 
rubella infection, hepatitis B and 
C, and HIV. To optimize the 
healthy development of children 
adopted internationally, professional 
awareness of these possible health 
problems is crucial. 
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Work and Family 

According to The Vanier Institute 
of the Family (1998), work and 
family are best understood as 
complementary, interdependent 
domains. They calculate that 45% 
of the labour force is comprised of 
parents. In other words, almost 
half of the Canadian labour force 
must balance the needs of their 
children against the demands of 
their jobs. Workplace policies that 
support families are an important 
component of any plan to improve 
the health and well-being of 
children and youth. Youth (never 
married children living with at 
least one parent) account for 13% 
of the labour force. 
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Percentage Distribution of Labour Force, 
15 Years of Age and Older 
Canada, 1995 



Husbands with 
children (23%) 



Wives with 
children (18%) 



Lone-parents with 
children (4%) 

Other (4%) 

Single women 




Youth * 
(13%) 



Wives with 
no children (11%) 



Single men (9%) 



Husbands with no 
children (12%) 



*Never married children aged 15 and over, living with parents. 

Source: The Vanier Institute of the Family. 1998. From the Kitchen Table to the 
Boardroom Table. 
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Proportion of Children from Birth to 12 Years, 
for Whom There is a Regulated Child Care Space 
Canada and Provinces, 1995 and 1998 
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Source: The Childcare Resource and Research Unit. 2000. Centre for Urban and 
Community Studies. University of Toronto. Early Childhood Care and Education in 
Canada , Provinces and Territories , 1 998. 



High quality child care is an essential 
service, enabling parents to work 
and enriching the lives of young 
children. All children and parents 
would benefit from some amount 
of child care, particularly child care 
that follows the principles of early 
childhood education. In 1995, there 
was a regulated child care space 
available for 8% of children in 
Canada. In 1998, there was one for 
10% of children. Public policy has 
a responsibility to show leadership, 
creating a reality that supports 
parents in their multiple roles 
while promoting early childhood 
education. Businesses, communities 
and families are important partners 
in this process. Note: These figures 
are calculated based on the total 
number of children and the total 
number of regulated child care 
spaces in each province. 
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Women indicate higher levels of 
time stress than men, and married 
women with children report the 
highest levels of all. Flexibility in the 
workplace is essential to parents’ 
ability to meet the needs of their 
children (for example, during times 
of sickness). The high levels of time 
stress indicated by mothers suggest 
that many women do not have this 
flexibility to balance their time. 
Governments must develop policies 
in areas such as family leave, benefits 
and pension plans that recognize the 
importance of parents in the healthy 
development of the child. 
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Perceived Time Stress Among Men and Women, 
Employed Full-time, Aged 25-44 
Canada, 1992 



Single 

pliSiiie 



18 



Married, no children 



Married, with children 



Lone-parent 




20 30 40 50 



% 



N/A = Not available 

Source: The Vanier Institute of the Family. 1998. From the Kitchen Table to 
the Boardroom Table. 
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Reason for Need as a Proportion 
of Total Shelter Usage 
Ottawa-Carleton, 1994-1998 



Relocation to Ottawa- 
Carleton (32%) 



Marital 
breakdown (1%) 



Other (6%) 



Abuse within 
region (9%) 




Housing related 
(31%) 



Relocation from 
outside of the region 
due to abuse (9%) 



Immigrant refugee 
( 11 %) 



Disruptions in 

family Life' 

The reasons for using emergency 
shelters reflect pervasive problems in 
the social infrastructure. Important 
factors include the high prevalence 
of poverty, the depth of poverty, the 
lack of employment opportunity, 
and the high cost of housing. ^ , , ^ „ r . 
31% of those surveyed in Ottawa- 
Carleton indicated that they used 
a shelter because they were unable 
to find affordable housing. Another 
32% indicated that they were using 
shelters because they had recently 
moved to the area and were not yet 
established (relocation is often a 
strategy for finding work). People 
new to Canada were also found to 
be vulnerable to homelessness. 



Source; Social Services Department- Regional Municipality of Ottawa-Carleton. 
1999. Homelessness in Ottawa-Carleton. (unpublished study). 
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Although provincial and national 1-23 

statistics are not available, it is dear 

that there are growing numbers of 

homeless families with children in 

cities across Canada. An estimated 

19% of the homeless population in 

Toronto, or 5,300 homeless people, 

are children (Golden et al, 1999). 

Compared to children with 
permanent homes, homeless 
children face health risks such as 
infection, obesity, anemia, injuries, 
bums, developmental delays and 
incomplete immunization. Homeless 
youth, often unaccompanied by an 
adult, are at elevated risk for injury, 
sexually transmitted diseases, mental 
health problems and pregnancy. 

The health issues of the homeless 
result from crowded, unstable 
living conditions, disrupted sleep, 
exposure to extreme temperatures, 
poor diet and lack of social support 
(Regional Municipality of Ottawa- 
Carleton, 1999). 



Homeless Families in Canada 
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Rate* of Women Admitted to Shelters 
for Reasons of Abuse** 

Canada and Provinces, April 20, 1998 



Rate/100,000 women 

50 1 

i 

40 



Canadian rate 
= 18 




Because the available data are based 
on admissions rather than individual 
women, the rate was calculated 
based on one day’s admissions. 

On average, 18 women per 100,000 
in Canada were admitted to shelters 
for reasons of abuse. Many of these 
women are mothers. There can be 
serious, long-lasting negative effects 
on children who witness the abuse 
of their mother. Research suggests 
that children are aware of most 
violent incidents and that many 
even witness severe violence. 
Children living with mothers who 
are being abused are also at an 
increased risk of being abused or 
becoming abusers themselves 
(Health Canada, 1996b). 



NF PE NS NB PQ ON MN SK AB BC 



* Rate calculated based on a single day's admissions. 

** Transition Home Survey, 1997-1998. 

Source: Statistics Canada. 1999. Juristat: Canada's Shelters for Abused Women. 
Vol. 19. No. 6. 
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According to the NLSCY, an 
estimated 260,000 children aged 
4-11 (8%) had witnessed family- 
violence. When compared with then- 
peers who had not witnessed family 
violence, these children exhibited 
higher rates of indirect aggression 
( 16% compared to 10%), property 
offences (16% compared to 9%), 
emotional disorder (19% compared 
to 12%) and conduct disorder 
(24% compared to 12%). Child 
witnesses of family violence are 
more likely to report reliving the 
trauma, fear, anxiety, tension, 
hyper-vigilance, irritability, anger, 
and outbursts of aggression. They 
are at elevated risk of depression, 
withdrawal, low self-esteem, 
destructive and/or aggressive 
behaviour and conflict with 
the law. In short, they have 
emotional and behavioural 
problems similar to those of abused 
children (Health Canada, 1996b). 
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Percent of Children Aged 4-11 Years, Who Have 
Witnessed Violence, by Behavioural Problems 
Canada, 1996-97 
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Indirect 

aggression 



Never witnessed Witnessed 

violence violence 



24 




Property Emotional Conduct 

offences disorder disorder 



Source: Statistics Canada. 1999. Family Violence in Canada: A Statistical Profile. 
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Cumulative Number of Missing Children Cases, 
by Probable Cause 
Canada, 1994, 1996 and 1998 



1994 



1996 



1998 



Stranger 


68 


45 


42 


Accident 


24 


34 


28 


Wandered off 


672 


822 


623 


Parental 


394 


409 


426 


Runaway 


40,140 


43,717 


48,388 


Unknown 


8,901 


9.181 


10.254 


Other 


1,774 


1,914 


2,326 


Total 


51,973 


56,122 


62,087 



Every year in Canada, 50,000 to 
60,000 children are classified as 
missing. These children are not all 
newly missing; some of them may 
have been missing for years. The 
vast majority of missing children are 
adolescent runaways. The decision to 
run away is often precipitated by 
abuse or the child’s perception of 
dysfunction in the family. A small 
number of children are abducted 
by a parent, even fewer by a stranger. 
Supporting families in the task of 
nurturing children and understand- 
ing adolescents is an important 
strategy for reducing the number of 
missing children. Children on the 
street face significant threats to their 
health and well-being. The health of 
children abducted by a parent is 
largely unknown. 



Source: Royal Canadian Mounted Police. 1999. Canada's Missing 
Children 1998 Annual Report ; Missing Children's Registry. 



A2. 




The Health o f Canada's Children 



BEST COPY AVAILABLE 




C H A 



o n 



e 



Disability 

The most recent national survey 
on children and youth with 
disabilities was the Health and 
Activity Limitation Survey in 1991. 
Population -based surveys, such as 
the NLSCY and the NPHS, are not 
designed to provide a comprehensive 
count and description of children 
and youth with disabilities. More 
recent detailed information on 
children and youth with disabilities 
is urgently needed if appropriate 
policies and programs are to be 
developed. 
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Disability Rates of Children and Youth* 

From Birth to 19 Years of Age, by Age Group and Gender 
Canada, 1991 




* Data from the 1991 Health and Activity Limitation Survey. 

Source: Hanvey, L. et al. 1994. The Health of Canada's Children: A CICH Profile, 
2nd Edition . 
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Number and Percentage of Children With a Limitation of Activity, 
by Age and Gender 
Canada, 1996-1997 



Age in 
years 


Male N 


Male % 


Female N 


i 

Female % ; 


0 to 9 


169,537 


10 


80,39f 


5 m 


10 to 19 


151,858 


7 


162,788 


8 


Total 


321,394 


9 


243,181 


7 



Although not a disability survey, 
the 1996-97 National Population 
Health Survey (NPHS) did ask 
respondents about the disability 
status of themselves and of members 
of their household. The rates of 
disability estimated using the NPHS 
are generally consistent with the 
rates found in the 1991 Health and 
Activity Limitation Survey (HALS). 

It is important to keep in mind that 
the age distribution reflects the point 
at which a diagnosis is made, not 
necessarily the age at which the dis- 
ability occurred. Many disabilities 
are first diagnosed when children 
enter the school system. Learning 
disabilities are often not diagnosed 
until the highschool years. 



Note: Coefficients determined using Statistics Canada bootstrap program for NPHS. 
Note: Excludes don't know, refused, not stated, and not applicable. 
m= high sampling variability (c.v.= 21). Interpret with caution. 

Source: CICH using Statistics Canada. National Population Health Survey, 1 996- 1 997. 
Public Use Microdata Files 



TJ 




T h c 



Health 



a f C a n a d fj 1 $ 



Children 



17 







Income Inequity 

Income inequity is a central 
determinant of health and 
well-being. International research 
indicates that income inequity 
translates into poorer population 
health outcomes while income 
equity translates into better 
population health outcomes. In 
Canada, incomes are polarized. 

In 1996, out of every dollar of 
family income (after transfers and 
income tax), 37 cents went to the 
richest 20% while 7 cents went to 
the poorest 20%. In 1991, the richest 
20% received 40 cents out of every 
dollar of family income and the 
poorest 20% received 6 cents 
(Hanveyet al, 1994). 
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Income Distribution by Quintile, and by Families 
with Children Under 18 Years of Age 
Canada, 1996 
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43 % 
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Poorest 



2nd 



3rd 



4th *3 Richest 



Source: Special runs conducted for CICH by the Canadian Council on Social 
Development. 
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Human Development Index, 
World Rank (1=best), 1997* 



Rank 


Country 


1 


Canada ! 


2 


Norway 


3 


United States \ 


4 


Japan 


5 


Belguim 


6 


Sweden 


7 


Australia \ 


8 


Netherlands 


9 


Iceland 


| 10 


United Kingdom 



The Human Development Index 
(HDI) employed by the United 
Nations is a broad measure of life 
expectancy, education levels and 
standard of living. Since 1991, 
when the United Nations began 
ranking countries, Canada has 
achieved the highest rank in all 
but two years, 1991 and 1993, when 
Canada ranked second 



* 174 countries total 

Source: United Nations Development Programme. 1999. Human Development 
Report 1999. 
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The Human Poverty Index-2 1-31 

(HPI-2) measures poverty in 
industrialized nations. Unlike 
Canadas first place position based 
on the Human Development Index, 

Canada is ranked 9th in the world 
when the HPI-2 is used. As children 
in Canada are at elevated risk 
for poverty and as poverty is a 
significant determinant of health, 

Canadas low rank on the Human 
Poverty Index raises concerns about 
child health and well-being. 



Human Poverty Index-2, 

World Rank (1=best), 1997* * 



Rank 



Country 



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 



Sweden 

Netherlands 

Germany 

Norway 

Italy 

Finland 

France 



Japan 



Canada 



Denmark 



* 17 industrialized countries 

Source: United Nations Development Programme. 1999. Human Development 
Report 1999. 
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Gender Empowerment Measure 

World Rank (1 = best), 1997* 



Rank 

i 


Country 


1 


Norway 1 
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Sweden 
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Denmark 
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Canada 


5 


Germany j 


6 


Finland 


7 


Iceland ! 


8 


United States 


9 


Australia j 


’ 10 


Netherlands 



Many measures indicate superior 
rates in the standard.of healtKof^^^^^ 
Canadians. However, when gender is / v 
factored into the equation, Canada .x v 
does not fare as well. According to 
the Gender Empowerment Measure v : - 
(GEM), Canada was ranked 4th 
in the world in 1 997 ( Canada* was ; 

7th in 1995). The GEM measures : 
women s earned income share as a":// r TT 
percentage of men s, and womens 
participation m politics and ' . 
decision-making positions. Gender/ 
empowerment has a direct effect ; 
'dnxhildren s health and weU-bemg.33~^ 
Children’s well-being is dependent v ■ v, ; 
iipon wo me n’s well -b eing . When : 
women earn less than their male : i . • ; ■ * 

*V >’'i V - - Jr V *> «.. ft •» -s 1 • . vv 

counterparts, hold fewer positions /; / 
of power, and devote longer hours 
to housework and child care, their 
well-being; and the well-being of ?" ' - ' 
their children, can be undermined. 



L 



* 102 countries total. 

Source: United Nations Development Programme. 1999. Human Development 
Report 1999. 
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Children’s 

Environmental Health 

Children and adults alike spend the 
majority of their time indoors 
(81%), although children spend 
slightly more time outside than 
adults (Pollution Probe, 1998). Thus, 
indoor air quality is an important 
influence on health and well-being. 
Indoor air quality is determined by 
such factors as housing quality 
(dampness causing mold, too much 
or too little air exchange), chemical 
content of construction materials, 
particulates from wood stoves, 
environmental tobacco smoke, 
chemicals from cooking and cleaning 
and environmental contaminants 
brought in from outside. Research 
into indoor air quality and its 
potential health effects, and 
increased public awareness about 
indoor air quality issues, is essential, 
particularly in light of the amount 
of time spent indoors. 
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Time Spent Indoors and Outdoors, 
by Major Location, All Ages 
Canada, 1992-1994 




Source: Bell, R. 1998. The Air Children Breathe: The Effects on their Health 
{Speaker's material). 
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Reported Asthma Prevalence, Birth to 19 Years 
Canada, 1978-1996 




* 1984 survey includes 0-14 years of age only. 

Note: Percentages are weighted estimates. 

Source: Health Canada. 1999. Measuring Up: A Health Surveillance Update on 
Canadian Children and Youth . 






The increase in reported asthma y" 

rates between 1978 and 1996,. . , 

confirmed in Canada and other 
countries, is too great to be attrib- 
uted to increased awareness and 
improved diagnosis alone. 

Researchers are investigating, among 
other hypotheses, the relationship 
between asthma and air quality. 

Indoor air pollutants implicated 
; indude environmental tobacco 
smoked dust mites, mold, natural gas ' 
cooking, and animal dander. 

Outdoor contaminants implicated 
include ground level ozone, sulphur 
dioxide, particulate matter and ?, y 
nitrogen oxides. These factors may 
also contribute to the frequency and 
severity of attacks. Contaminants are 
only one factor among many others, 
such as genetic predisposition, lung 
structure, lung development process- 
es, and exposure to infectious agents 
and allergens (Pollution Probe, 

1998). Exposure to immune system 
suppressants may also be a factor. 
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In 1996-97, as in previous years, 
younger children were more likely 
to be hospitalized for asthma than 
older children and youth. For 
younger children, there may be 
an overlap between asthma and 
infections associated with wheezing 
(such as pneumonia); however, this 
overlap is insufficient to explain the 
difference between age groups. Males 
accounted for more hospitalizations 
for asthma than females until late 
adolescence. Hospitalization rates for 
asthma are related to both the preva- 
lence of asthma and the severity of 
asthma episodes. 
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Hospitalization Rate for Asthma, by Age Group 

Canada, 1996-1997 



Rate/100,000 

1,500: 



1,046 



1,000 



500 



Female 




5-9 10-14 

Age in years 



15-19 



Note: Acute care in-patient hospitalizations only. 

Source: CICH using the Canadian Institute of Health Information data and 
Statistics Canada population data, 1996-1997. 
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Rate/100,000 
30,000 n 



Hospitalization Rates for all Causes, 
by Age Group and Gender 
Canada, 1996-1997 




Hospitalization 
and Death 

As in previous years, infants were, 
by far, the most likely of all age 
groups to be hospitalized. In 1996-97, 
infants under one year were 
admitted to hospital at a rate of 
approximately 22,000 per 100,000. 
This rate was three to eight times 
higher than the rate for any other 
age group. 



under 1 



1-4 5-9 

Age in years 



15-19 





25,503 


6,827 


3,101 


2,706 


3,405 


\ . Wh ' 


22,237 


6,014 


2,826 


2,662 


5,423 


'Female 


18,803 


5,160 


2,537 


2,616 


7,557 



Note: Acute care in-patient hospitalizations only, including re-admissions; excluding newborns. 
Source: Special runs conducted for CICH by the Canadian Institute for Health Information. 
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In 1996-97, hospitalization rates 
for injury were highest for 15-19 
year olds, particularly males. 
Unintentional injuries, especially 
those due to traffic incidents, were 
an important single cause of injury 
hospitalization for males aged 15-19 
years. Suicide attempts were the 
greatest single cause of injury 
hospitalization for females age 15-19 
years. Injury hospitalization rates 
are almost as high for infants under 
one year of age, with falls being the 
greatest single cause (with the 
exception of problems resulting 
from medical procedures that are 
classified as “injuries”). 



1-37 



Injury Hospitalization, by Age Group 
Canada, 1996-1997 



Rate/100,000 
1 ,500 



1,142 1.161 




under 1 1-4 5-9 10-14 15-19 

Age in years 



fl| Male 0 Both 



Female 



Source: CICH using the Canadian Institute for Health Information data and Statistics 
Canada population data, 1996-1997. 
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Age-Gender, Specific Death Rates 

Canada, 1995 

Rate/1 ,000 
10l 




under 1 1-4 5-9 10-14 15-19 

Age in years 



i ■ Male g] Both ■. Female 

i 

] Source: Statistics Canada. 1997. Births and Deaths, 1995. 

L 4.8. 






Eadi age group faces unique 
challenges to health and well-being 
These challenges vary for girls and 
boys. In 1995, as in previous years, 
infants under one year of age had 
the highest death rate among 
children and youth. As in previous 
years, males had higher death rates 
than females. 
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“Potential years of life lost” is a term 
used to describe the difference 
between an individual’s actual life 
span and the life expectancy for that 
individuals age cohort. In 1999, 
perinatal conditions and congenital 
anomalies accounted for the greatest 
number of potential years of life lost. 
For children from birth to age 14 
years, perinatal conditions resulted 
in 74,000 lost potential years of life. 
Congenital conditions resulted in 
53,000 lost potential years. 
Unintentional injuries (motor 
vehicle and other) and cancer were 
also significant contributors to 
potential years of life lost. 
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Calculated Number of Potential Years of Life Lost, 
Birth to 14 Years, by Causes of Death 
Canada, 1999 



Male Female 



Suicide 


2J 


!!. 
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Respiratory disease 
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Cancer 
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Motor vehicle injuries 
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Other injuries 
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26 


Perinatal causes 


41 
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^^33 



r n r— „ • i — • r ■ ‘ t* " — * i “i* , 

50 40 30 20 10 0 10 20 30 40 50 



Potential years of life lost (in thousands) 



Source: National Cancer Institute of Canada. 1999. Canadian Cancer Statistics, 1999. 
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** Canadian health 
care professionals have 
worked hard to ensure 
the availability of 
optimal perinatal care 
for all mothers and 
their babies. This care 
is currently under 
serious threat due to 
lack of personnel 



resources. 
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More and more women in Canada 
are delaying childbirth until they are 
in their thirties and forties. This is 
made possible by accessible and 
effective birth control methods. 

The decision to delay childbearing 
reflects changing educational and 
employment strategies of women 
and men. Certainly, the shift in 
maternal age distribution has 
far-reaching repercussions for 
families and communities. For 
example, this shift increases the 
likelihood that many adults will be 
caring for their children and their 
own parents during the same years. 

At the opposite end of the age 
spectrum, there are teenage mothers. 
Births to teenage women account for 
a very small percentage of all births; 
however, they represent a substantial 
challenge to health and social 
services. Women who have babies 
as teenagers face special challenges 
for many years to come in the 
absence of specialized programs. 

What is the trend 
in multiple births? 

The rate of multiple births increased 
dramatically between 1990 and 1996. 
Although most of these babies are 
healthy, there are health concerns 
associated with multiple births. 
Multiples, particularly higher order 
multiples (triplets, quadruplets, etc.), 
are much more likely than singletons 
to be bom preterm and at a low 
birth weight. Low birth weight is 
a risk factor for chronic health 
problems and disabilities. 



The increase in the rate of multiple 
births is associated with the use 
of new reproductive technologies 
(such as fertility chugs and in vitro 
fertilization) in response to infertility. 
These technologies are more 
commonly used with increased 
maternal age. There is currently little 
discussion and no consensus on the 
implications of new reproductive 
technologies for the health and well- 
being of the children who result 

What factors interfere 
with infant health? 

The majority of infants in Canada 
are bom healthy and continue to 
thrive during infancy. For those 
babies not bom healthy, low birth 
weight and congenital anomalies are 
often involved. 



Low birth weight is a persistent chal- 
lenge and the rates have not changed 
appreciably in the last ten years. In 
1996, the rate of low birth weight 
was 5.8%, representing a slight * v 
increase. Low birth weight con- 
tributes substantially to perinatal 
morbidity and mortality and is also 
associated with a higher rate of 
childhood health problems, includ- 
ing chronic illnesses and disabilities. 

Women with lower levels of 
education, women with lower levels 
of income, and women who smoke 
are at increased risk of having a baby 
with a low birth weight Congenital 
anomalies remain a leading cause of " 
health problems in infancy. The 
most common congenital anomalies 
are not life-threatening (such as 
clubfoot). However, severe congeni- 
tal anomalies remain an important 
cause of potential years of life lost 
among children. 



BEST COPY AVAILABLE 



St 



26 



T h e 



Health of Canada's 



Children 



R 



t 



W 



0 



m 






•ER i| 






Are women in 



Canada breastfeeding 



their infants? 



In addition to providing optimum 
nutrition to infants, breastfeeding 
provides protection against 
infectious diseases, contributes to 
healthy brain and nervous system 
development, promotes attachment 
between mother and infant and may 
offer some protection against 
Sudden Infant Death Syndrome, 



The public health message that 
“breastfeeding is best” is being heard 
by women in Canada. Roughly 
three in four new mothers initiate 
breastfeeding but far fewer breast- 
feed for the recommended four to 
six months. Many women in Canada 
breastfeed for less than three 
months. 



To increase the duration of breast- 
feeding, there is a need to build 
support for breastfeeding as a 
normal, healthy activity. These 
messages need to be recognized by 
health professionals and by families, 
communities and workplaces. 



What are the trends in 
infant hospitalization 
and infant death? 



In 1996, as in previous years, infants 
under one year had the highest 
hospitalization rate among children 
and youth. The good news is that 
very few infants in Canada die. In 
1996, Canadas infant mortality was 
less than 6/1000 live births. 



The majority of infant deaths are 
due to perinatal conditions or con- 
genital anomalies. Although these 
conditions are not all preventable, 
improving the preconceptional 
health of women and men and 
improving maternal prenatal health 
are important strategies in reducing 
their incidence. 



Each year, a number of babies die 
from Sudden Infant Death 
Syndrome (SIDS). Although the 
underlying causes responsible for 
SIDS are not known, strategies for 
lowering the risk have been identi- 
fied: placing infants on their back 
to sleep, avoiding overheating, 
maintaining a tobacco -smoke free 
environment, and breastfeeding. 



Canadas infant mortality rate is 
lower than the U.S. rate but higher 
than the rates seen in several other 
countries. 
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